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Treating obsessive compulsive disorder: 
a new role for infectious diseases physicians? 
John Hambridge and Mark Loewenthal(2) 
Background: Patients with psychiatric disorders are often seen by infectious disease physicians. Sometimes the 
psychiatric condition is the primary disorder, and the physician’s main task is the early identification of the disorder 
and referral to specialist psychiatric services. On other occasions, the psychiatric condition will need to be addressed 
in addition to the infectious disease, and the physician aims to treat in conjunction with a psychiatrist. It is rare for 
referrals to be made from psychiatry to infectious diseases physicians. 
Method: A single case study is used to describe a modification of Danger Ideation Reduction Therapy (DIRT), a 
novel intervention for obsessive compulsive disorder (OCD). In our modification the infectious diseases physician 
plays a key, collaborative role in the psychological treatment of the patient. 
Results: Although an uncontrolled trial, results from the modified DIRT protocol are encouraging and warrant 
replication in a randomised controlled trial. 
Conclusions: A collaborative approach by the infectious diseases physician, the microbiology laboratory and the 
psychologist can provide a valuable means of retaining patients with OCD in treatment and in the management of 
this common, disabling condition. 
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INTRODUCTION 
Infectious disease specialists often encounter psychiatric 
disorders in the course of their work. Wurtzl reviews 
examples of psychiatric disorders in patients who present 
to the infectious diseases physician. She describes 
cases of fictitious infection, malingering, obsessive com- 
pulsive disorder, phobias, veneroneuroses, somatization 
disorders, and delusional infection. She discusses the role 
that physicians play in amplifying these disorders, and 
suggests strategies for referral to psychiatric services.The 
role for the infectious disease specialist in these cases is 
therefore one of identification of psychiatric disorders 
and then referral to specialist psychiatric services. 
In this paper we present a case study based on a 
novel intervention for obsessive compulsive disorder, 
which gives the infectious disease physician an im- 
portant role in the psychological treatment of the patient. 
OBSESSIVE COMPULSIVE DISORDER 
Obsessions are intrusive unwanted thoughts, and com- 
pulsions are repetitive behaviors. Obsessive compulsive 
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disorder (OCD) is an anxiety disorder with either 
obsessions or compulsions that cause distress, are time- 
consuming, or interfere significantly with functioning.2 
OCD is a common condition, with lifetime prevalence 
estimates of approximately 2-3% in the USA, and 
0.5-5.5% worldwide.3 Approximately 45% of people 
with OCD have contamination obsessions, and about 
50% have washing compulsions,3 though for most there 
are multiple obsessions and multiple compulsions. 
The cause of OCD remains unknown, with no single 
biological or psychological theory providing a compre- 
hensive explanation of the syndrome. Moderately 
effective treatment for OCD has been available for 
over 30 years. Currently, the treatments of choice are 
pharmacotherapy4 and cognitive behavioral therapy.5 
Numerous reviews suggest that the first-line pharmaco- 
logic treatment of OCD should include serial trials of 
serotonin reuptake inhibitors (SRIs) (clomipramine or 
selective serotonin reuptake inhibitors (SSRIs)). When 
these first-line interventions fail, second-line pharmaco- 
logic approaches include augmentation of SRIs with 
additional medications, including clonazepam, buspirone, 
pimozide, and haloperidol.4 Most experts regard cog- 
nitive behavioral therapy as a critical and effective first- 
line treatment, though often it is not available. Cognitive 
behavioral therapy for OCD involves exposure and 
response prevention methods, whereby the patient 
experiences prolonged exposure to obsessional cues 
and strict prevention of the performance of rituals.5 
For example, a patient might be instructed to touch a 
‘contaminated’ object repeatedly but not be allowed to 
wash his or her hands. 
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Recently, several treatment approaches have been 
developed which focus more on the cognitive aspect of 
the disorder. These approaches have been developed 
because patients are frequently unwilling to face the 
exposure/response prevention treatment paradigm. It 
is estimated that 20-30% of patients either refuse or 
drop out of behavioral treatment programs6 Jones and 
Menzies7 proposed a new treatment for obsessive com- 
pulsive washers, which they coined Danger Ideation 
Reduction Therapy (DIRT). In brief, they hypothesized 
that danger expectancies were the most likely mediators 
of washing-related behavior in OCD. Specifically, they 
found that disease expectancy ratings were related to 
both overt and covert expressions of the disorder.8 They 
therefore designed a treatment package to target danger- 
related cognitions. Several procedures were used to 
decrease patient estimates of the likelihood of danger- 
ous outcomes,8,9 including the following: 
Attentional focusing. This is a task that aims to reduce 
the frequency of threat-related intrusive thoughts. 
Cognitive restructuring. This involves identifying 
irrational thoughts related to contamination, and 
challenging them with more realistic, appropriate 
thoughts. 
Filmed interviews. A series of lo-min filmed inter- 
views with various workers who had regular contact 
with contamination-related stimuli was presented. 
The absence of work-related illnesses in each inter- 
viewed subject was highlighted. 
Microbiological experiments. Discussion of the results 
of the series of microbiological experiments concern- 
ing contamination formed the basis of one treatment 
session. 
Corrective information. Each subject received a list 
of facts related to illness and death rates in various 
occupational groups. The information highlighted 
common misconceptions about illness and disease, 
and the ease with which a variety of conditions can be 
contracted. Additional information was also provided 
concerning the problems inherent in excessive hand- 
washing. 
The treatment package resulted in excellent retention 
rates and clinically significant improvements in OCD 
symptomatology, though the sample size was small. 
Our case study illustrates a modification of this 
approach, highlighting the role of the infectious disease 
physician. 
CASE STUDY 
This 43-year-old woman has steroid-dependent asthma 
and incapacitating migraines. She was referred to 
Liaison Psychiatry during an admission for an exacer- 
bation of her asthma, since she was thought to be 
depressed. Initial psychiatric assessment suggested that, 
although she was suffering from a major depressive 
episode, she also fulfilled DSM-IV criteria for panic 
disorder with agoraphobia and obsessive compulsive 
disorder. Her mood disorder was the primary focus of 
intervention. She was prescribed clomipramine, to target 
both her depression and OCD. The dose was titrated 
to 250 mg/day and maintained throughout treatment. 
Although some improvement in her depressive and 
OCD symptoms resulted, her OCD remained highly 
disruptive to her day-to-day living. She therefore agreed 
to initiate cognitive behavioral treatment for her OCD. 
Initial treatment involved a standardized psycho- 
logical treatment package for OCD,1° including inter- 
active education about OCD, exposure, and response 
prevention. Baseline measures included the Padua 
Inventoryll (a standardized measure of obsessions and 
compulsions), and frequency ratings for a variety of 
compulsions which concerned the patient the most. The 
patient also recorded her anxiety levels while resisting 
the various compulsions. Initially, checking rituals were 
targeted, since the patient thought that these would be 
easiest to modify. The focus of these checking rituals 
includes: the stove; light switches; locks; position of 
books on the table; distances between vertical blinds; 
and angle of openings of windows. The patient checked 
each of these on hundreds of occasions every day. 
Significant progress was made with all checking be- 
haviors, in terms of both dramatic reductions in the 
frequency of checking, and the patient’s anxiety levels 
when resisting the compulsions. For example, prior to 
the cognitive behavioral intervention, the patient would 
check that her books on her coffee table were correctly 
aligned more than 30 times per day, and rated her 
anxiety level at 8YlOO when resisting the urge to check 
them. Her anxiety levels quickly dropped over a period 
of weeks to lO/lOO, and she was completely able to resist 
checking her books. With this sort of success, the patient 
appeared to accept this psychological model of inter- 
vention. An attempt was then made to move on to many 
of her washing rituals, which centered on fears of con- 
tamination. Examples of these washing rituals included: 
showering six times daily, with each shower taking 
45 min; and handwashing (>40 times daily). Each of 
these self-cleaning activities involved the use of products 
which she created herself, using combinations of bleach 
and antibacterial liquid soap. Frequently, they were 
applied with a nail brush or scouring pad. At this point, 
she adamantly refused the same exposure/response pre- 
vention treatment paradigm, since her beliefs about 
the probability of infection were so high. A decision was 
therefore made to target her beliefs about infection 
through a modified DIRT treatment protocol. Details of 
this modification are presented below. 
Microbiological experiments 
The psychologist, in consultation with the patient, drew 
up a list of common situations in which she feared 
contamination might occur, which could be replicated in 
a hospital setting (Table 1). For each of these situations, 
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Table 1. Microbiological experiments 
Danger (O-100) Probability of negative outcome 
Pre- Post - Pre- Post - 
Situation experiment experiment experiment experiment Type of negative outcome 
Touching toilet handles, 100 60 I:1 I:10 Gastrointestinal infections, 
faucets etc. hepatitis (‘the list goes on forever’) 
After brief handwashing 50 20 I:30 I:30 As above 
following touching 
toilet handles, etc. 
Touching the exterior of 98 70 I:1 I:3 Gastrointestinal infections, hepatitis, 
a public garbage bin viruses, colds 
Touching door handles, 85 40 I:5 I:20 Colds/flu, general viral infections 
arms of chairs, etc. 
Touching coffee mug rim 85 30 I:7 I:20 Cold sores, cold/flu, eye infections 
(e.g. conjunctivitis) 
Touching money 90 90 I:4 I:4 Gastrointestinal upsets, flu 
Touching telephone handset 96 60 I:3 1:20 Hepatitis, skin diseases, gastrointestinal 
upset, conjunctivitis, viral problems 
Touching exterior of fruit 80 40 I:10 I:50 Gastrointestinal upsets 
and canned food 
Control hand prior to any 70 30 I:30 I:60 Colds/flu 
experiments 
the patient was required to rate the dangerousness of 
completing that action (on a scale of O-100, with 0 
representing no danger and 100 representing extreme 
danger), and the probability of a negative outcome. She 
was also asked to describe the sort of outcome that 
might occur. The patient accompanied the psychologist 
as he completed the various touching activities, followed 
by placing his fingertips on blood agar plates. The plates 
were incubated for 48 h at 37°C the number of bacterial 
colonies were counted, and a preliminary identification 
was performed. A brief written report was provided by 
the microbiologist, which stated: 
All of the plates show a moderate growth of mixed 
flora consisting mainly of coagulase-negative 
Staphylococcus species and diphtheroids (normal 
skin flora). In addition, cultures of the garbage bin 
and telephone handset showed scanty Bacillus 
species and fungus, both non-pathogenic environ- 
mental organisms. 
The plates and report were shown to the patient by the 
psychologist prior to the meeting with the infectious 
disease physician, to facilitate the development of specific 
questions. 
Expert opinion 
A meeting was arranged with an infectious disease 
physician. It was hypothesized that such a meeting would 
be potentially more engaging than the filmed interviews 
and corrective information components of the original 
intervention. In collaboration with the patient, a list of 
general questions was drawn up and sent to the physician 
in advance (Table 2). During an hour-long consultation, 
the results of the report of the microbiologist were 
explained, and questions of infection were discussed. 
Following the microbiological experiments and 
expert opinion, the patient was asked to re-rate her 
contamination fears for the common situations (Table 
1). There were significant reductions in both danger 
ratings and probability of negative outcome, except for 
touching money. More importantly, the patient was now 
willing to engage in the exposure/response prevention 
paradigm for her contamination fears. The content of 
this single session with the infectious disease physician 
was frequently discussed in her ongoing treatment by 
the psychologist, to assist her to rationally challenge her 
thoughts of contamination. Over the following months, 
progressively more of her contamination rituals were 
targeted, and remarkable gains were made. For example, 
she managed to reduce both the frequency and duration 
of her showering, with a single daily shower taking only 
Table 2. Questions for infectious disease physician 
. 
. 
. 
. 
. 
. 
. 
. 
. 
. 
Are there such things as good or neutral germs (i.e. things 
that do not cause you harm)? 
Are there some germs that are needed for maintaining our 
health? 
How effective are the washing and other rituals that I do? 
Could excessive washing be harmful? 
A lot of the rituals I perform concern preventing various 
‘germs’ coming into the house. What are the real dangers of 
these ‘germs’ coming into my house through such means as 
canned food, fruit and vegetables, people’s shoes, and other 
people using my phone or touching the door handle? 
How do you actually get infections and from what? 
I have had infections after surgery. Why is this? 
How do infectious disease physicians not get sick all the time? 
What about other risk groups, e.g. cleaners, porters or nurses 
in hospital, or bank tellers? 
What are the normal precautions needed to prevent infections? 
I suffer frequently from urinary tract infections, how does 
somebody with OCD get frequent urinary tract infections? 
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30 min, and her handwashing was reduced to 10 times 
daily. Her score on the Padua Inventory reduced from 
88 to 53 (where a higher score reflects more distur- 
bance). Follow-up contact suggests that these gains have 
been maintained at 18 months. The authors plan to use 
this approach with other OCD patients, but few OCD 
patients are identified and offered treatment within the 
general hospital setting in which they work. 
DISCUSSION 
The importance of recognizing a patient with a 
psychiatric illness and referral to a psychologist or 
psychiatrist has been previously discussed. In this paper, 
we present an approach to OCD with cleanliness- 
related compulsions and fears of infection in which the 
infectious disease physician actively collaborates in the 
patient’s treatment. The patient is referred from the 
psychiatric service rather than in the other direction. 
In this case, the standardized behavioral approach 
had stalled when the patient refused to participate in 
further exposure/response prevention behavioral therapy. 
The modified DIRT protocol provided the opportunity to 
modify the patient’s beliefs about contamination, which 
in turn allowed her to return to the behavioral program. 
Several procedures facilitate this outcome. The 
culture plates and the report are viewed by the 
psychologist prior to the patient seeing them. The plates 
are then viewed in the presence of the psychologist, who 
has already prepared an explanation for the findings. The 
report must be accurate, but include a mention of the 
presence of normal flora, as this is then followed up in the 
physician interview. The list of possible questions drawn 
up by the patient with the psychologist is very important. 
Of course, the patient is free to ask any question they 
wish, but the prepared questions provide the basis for the 
interview, and allow emphasis to be placed on concepts 
such as normal flora, the potential harm of over-washing, 
and the excessive use of chemical disinfectants and 
abrasives. The patient has the opportunity to consider 
their questions prior to the interview, and leaves with a 
record of the questions answered. The presence of the 
psychologist during the interview facilitates consistency 
in the explanations given to the patient, allows the 
patient’s specific behaviors and fears, which she may 
otherwise have been reluctant to tell the physician 
about, to be addressed, and provides material for future 
reinforcement in sessions with the psychologist. 
During the joint interview, the psychologist was able 
to provide the physician with valuable insights into the 
patient’s behavior which then informed his explanations. 
For example, the physician did not appreciate the 
repeated urethral trauma that the patient was inflicting 
upon herself by her cleaning techniques. On occasions, 
the psychologist was also required to elaborate on 
answers given by the physician. For example, when 
the patient asked ‘Is money dirty‘?’ the physician 
immediately answered ‘Yes it is’. Although he followed 
this with a description of the possible routes of infection, 
the patient did not absorb this latter information and 
focused solely on the affirmation by an expert of her 
belief that money was dirty. This was reflected in the lack 
of change in her beliefs about the danger and probability 
of negative outcome from touching money (Table 1). 
Discussion of the physician’s answer to this specific 
question was the focus of later treatment sessions. 
Fears of infection and contagion, and compulsive 
cleaning behaviors which may lead to extreme disruption 
of a person’s activities of daily living, are common in 
OCD. Although effective psychological treatments are 
available, a high percentage of patients either refuse or 
drop out of treatment because of their beliefs about 
infection. Our program of collaboration between the 
infectious disease physician, the microbiology labora- 
tory and the psychologist provides a valuable tool for 
keeping these patients in treatment and for the manage- 
ment of this common, disabling condition. 
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